t Hospital Pharmacy, a key mission is to provide you with tools and data that will help you meet the challenge of medication error prevention. In this issue, Eskew et al. of Clarian Health Partners, Inc, a 1400-bed hospital in Indianapolis, report on the selection and successful implementation of new intravenous pump technology. They also document the safety improvements realized by converting to the new system. 1 All medication errors are serious, but IV medication errors have the greatest potential to cause harm. IV pumps have evolved from single-channel machines to newer devices with sophisticated programming or therapyspecific functions. This increased complexity has increased the risk of programming errors.
As a director of pharmacy, I frequently encountered problems related to the fact that pumps from different vendors were used. Agency nurses were often unable to master all the devices. Training staff nurses in the use of the various models was difficult, and problems occurred when a nurse trained in one unit substituted in another unit.
To address these problems, Clarian Health Partners consolidated infusion pumps at three hospitals into a single technology. The system that they selected represents new medication safety technology that functions at the point of care.
With this technology, sophisticated software checks a programmed dosage against the institution's best clinical practice guidelines for a defined patient type or care area before the drug is infused. Any programming for critical medications out-side the pre-established limits results in an alert to the nurse.
The new technology also introduces a way for pharmacists to participate in IV-infusion-related patient care without being at the bedside. By developing and maintaining the customized data sets for the software, pharmacists can ensure that infusion programming is consistent with their institution's best practice guidelines. Pharmacists can also use data from a continuous quality improvement (CQI) event log that documents all "near misses" for subsequent investigation.
The need for such point-of-care technology is apparent from key studies. Leape et al. found that 38% of medication errors resulting in preventable adverse drug events occurred during administration; only 2% were intercepted. 2 According to a communication with D. W. Bates in October 2001, IV-related errors account for up to 60% of serious and life-threatening potential adverse drug events.
Conventional "general-purpose" infusion pumps can deliver medications at rates of 0.1 mL/hr to 999 mL/hr. A nurse would not misadminister 100 tablets to a patient, but pressing one wrong button on an infusion pump can result in a 100-fold overdose.
Computerized prescriber order entry (CPOE) systems do not ensure that the correct dosing is programmed into infusion devices. Barcode systems do not cover either the verbal "stat" orders common in critical or emergency care or the programming changes required to titrate medication to effect. Double-checking a programmed dose is standard practice; however, in reality, it is not being done. 3 The new technology allows you to participate in IV medication administra-tion without being at the bedside. Customization of the software data set allows you to drive best practice. The pharmacy-led team at Clarian developed a customized data set, gained pharmacy and physician consensus across three campuses, and at one campus trained 2000 nurses in 60 days -accomplishing a "go live" installation in 3 hours.
As stated in the February 2002 Institute for Safe Medication Practices newsletter, "With CPOE, bar coding and 'smart' infusion pumps, we may finally have a solid defense against the most serious medication errors." 4 
